and air sampling and dust sampling at the factory followed by culturing, was negative in all respects. 2 The investigation of the wire covering revealed that this material was a polyurethane and that when it is heated to destruction, isocyanate vapours are released to atmosphere. Subsequently, enquiries of the manufacturer of the wire disclosed that the covering was polyurethane based on toluene diisocyanate.
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Nitriles and isocyanates produce absorption bands at 4-4 ,u when scanned on an infra-red spectrophotometer. This position is relatively free from other well-defined absorption bands. Absorption bands at 4-4 u were found when the vapours evolved during soldering were absorbed in wash bottles of petroleum ether and the resulting solutions scanned. Decomposition of polyurethanes occurs at 220°C.-275°C., producing isocyanates and N-oxides (Figs 1 and 2). The temperature of a soldering iron in normal soldering operations is 300°C.
The picture then appeared to be complete, and some of the more puzzling aspects were explained. The onset of symptoms coincided with the introduction of the polyurethane-covered wire. The wire was not in constant use but was used intermittently for winding a particular type of coil. The fact that all the cases which occurred in the terminal dipping section were among those working at the ventilated benches appeared also to be explained because these benches were adjacent to the coil winders who, by applying hot soldering irons to polyurethane, were releasing small quantities of isocyanate vapour to atmosphere at frequent intervals. he knew he had 'the bends' as he had once been a naval diver and had had them before.
Conclusions
As we began to examine him, he complained of chest pain again and said he felt faint and giddy; then he collapsed, his pulse disappeared, and he stopped breathing. So he was put straight into the chamber with a doctor (J.H.K.) and a diver, and compressed to the equivalent of 165 ft. depth. He remained unconscious, but a weak pulse and breathing returned.
As the metal poles of the patient's stretcher could not be removed from the closed chamber they had to be sawn in half before being passed out of the lock. While sawing, the attendants became distressingly short of breath, after which they suffered a brief period of amnesia during which outside observers noticed they were behaving oddly; possibly this was a nitrogen narcosis due to excess CO2 from the strenous work under pressure in a small confined space occupied by three people.
The patient then came round and said that he had been working at 30 lb./sq. in., not for 12 hours, as he first said, but for 24 hours. He had worked overtime because there had been a 'cave-in' in which two of his friends had been killed. He had volunteered for the extra work in an effort to reach these friends. The patient also stated that he was 72 years old and gave the address of his wife, his next of kin. These details were passed to the attendants outside the chamber.
He then had the first of many attacks which were to become a feature of this therapeutic recompression. The attack started with the whole body becoming rigid, the legs fully extended, the arms flexed, the feet hammered on the deck, the patient lost consciousness, respiration stopped, but the pulse remained strong and regular. He had sustained multiple injuries in a mine accident in Yorkshire in 1958 which explained his numerous abdominal scars.
Hehad injuredhislefthand in amine in 1962and had lost his left little finger and the end of his ring finger.
He also gave several addresses to confirm his recent occupational history.
Meanwhile the attendants outside the chamber had been busy trying to contact his wife at the address the patient had given in Birmingham but had been unsuccessful. They had also been unsuccessful in their attempts to find any contractor on the Victoria Line who would admit that he employed him. New Scotland Yard's services had been engaged and they had ascertained that no accident had occurred in the construction of the Victoria Line for at least 14 days. Furthermore, they had been unable to trace the man at any of the addresses he had given.
The attendants outside the chamber therefore searched his pockets and effects. They discovered letters addressed to him in four different names. Through these names it was possible to establish his identity and present address from the details elicited.
When he was taxed with these facts he expressed anger that his personal effects had been searched. He admitted the names but explained that he had done this to obtain work as employers were reluctant to employ old men with tuberculosis. He volunteered further addresses for the attendants to investigate.
The patient had been kept for two hours at 165 ft. with little or no change in his condition and therefore therapeutic decompression from this depth had been started.
Gradually the convulsions changed in character and became less frequent. They started with very severe pain in the right loin radiating to the right groin. He clutched his right side, became rigid, lost consciousness, suffered rigors, relaxed, and regained consciousness. These attacks occurred in rapid succession. They were relieved by pethidine, 100 mg. intramuscularly for a period of approximately four hours at the beginning of the decompression, until towards the end of the decompression pethidine, 100 mg., relieved his symptoms for eight hours.
The patient also had several haemoptyses. He vomited all the food and drink he took in the chamber. He complained of dysuria.
He volunteered the information that he had developed renal tuberculosis whilst under sanatorium treatment and had had a right heminephrectomy after his accident in 1958. This history was related to the attacks which were by this time developing clinically into episodes of renal colic as described above. He was tender in the right loin. He gave a history of nocturnal frequency for several weeks. He gave a history of vomiting all food and drink for three weeks prior to entering the chamber.
His position after being in the chamber for 12 hours may be summarized as follows.
His history of exposure to increased air pressure was doubtful and had not been confirmed.
Everything that he had told us was suspect and one could not believe anything about his social, medical, and occupational background. It did appear that there was genuine right renal pathology and possibly a secondary uraemia.
It was very doubtful that he had had a bend at all but unfortunately he had been submitted to two hours' compression at 165 ft. and slow therapeutic decompression had to be continued. 
